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REGULATORY OR LSC IDENTIFYING INFORMATION)

 R 000 INITIAL COMMENTS  R 000

This visit was for the Investigation of Complaint 

IN00171067.

Complaint IN00171067 - Substantiated.  No 

deficiencies related to the allegations are cited.

Survey Date:

April 15, 2015

Facility number:  013164 

Provider number: NA

AIM number:  NA

Census bed type:

Residential:   74

Total: 74

Census payor type:

Other:  74   

Total:  74

Sample:   3

Solana Senior Living LLC was found to be in 

compliance with 410 IAC 16.2-5 in regard to the 

Investigation of Complaint IN00171067.
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